WASATCH COUNTY HOSPITAL 
Admission Sheet Hospital No. Q SSS 


Full nonah Mtia baka Nearest Rel. Leak hadas 
Address —__ ol Va [Am Eae Address i 

flare- Lak ______ Relation to Patient Larkbions Ž Ž Ž Žv 
Date _Q-27-7f Room No. ————— Telephone 


Hour _// 2o GM PM Religin—— ——— Responsible Party YA 
Date of Birth __4fox/or Age SO Hospital Ins, Phekececo Ž ŽŽ 


M S wI Sex- — Policy No. Welfare 


Contract ——— ~ 
Occupation n ~ ~ 
iais Group nea 
Doctor Khae ain oi Medicare S Z & -3C - 6€6976-fA 
Admitted to: ed Surg OB Employer 
Prev. Hospitalization here: Yes Employer’s Address 
Father’s Full Name Occupation Age 


Present Address 
Mother’s Birthplace 


The following only for Obstetrical Cases 
Remarks 


CONSENT TO MEDICAL and/or SURGICAL TREATMENT 


Heber City, Utah A Q2Z-7AH Miesa (W) PM 


I hereby authorize the Physician in charge of the care of Kalha l fahedite —__ 

to administer any treatment, or to administer such anesthetics and perform such operations as may be deemed 

necessary or advisable in the eee and treatment of this patient. 7 

Sig. of Patient — === C:C«CNgaatrstt pada A 2 
~ @. ` . 


Witness 2 Relationship to Pt. 


This consent be signed by the patient, or if the patient is a minor or not competent to give legal consent, 
by the nearest relative, or failing a relative, by the nearest friend. 


. AUTHORIZATION TO RELEASE INFORMATION 
I hereby authorize the Wasatch County Hospital to release the information requested by the Insurance Com- 
panies. 


Date _____ esa Signed 
. Patient (Parent if Minor) 


AUTHORIZATION TO PAY INSURANCE BENEFITS 


I hereby authorize payment directly to the Wasatch County Hospital of the Policy Benefits therein specified and 
otherwise payable to me, but not to exceed the hospital’s regular charges for this period of hospitalization. I 
understand that I am financially responsible to the hospital for charges not covered by this authorization. 


Date ose Se Signed 
ro Policyholder 


WASATCH COUNTY HOSPITAL 
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V. Hospitalization here: Yes Mo) Employer’s Address 


The following only for Obstetrical Cases 


ather’s Full Name Occupation Age 


resent Address Birthplace 
fother’s Birthplace 


emarks 


CONSENT TO MEDICAL and/or SURGICAL TREATMENT 
Heber City, Utah -22-7 Žž — Mies (N) PM 


‘rreby authorize the Physician in charge of the care of Kaaka l faohadte —___ 
i\dminister any treatment, or to administer such anesthetics and perform such operations as may be deemed 


2ssary or advisable in the diagnosis and treatment of this patient. 2 


~ 


of Patient __. ~ ~ Nearest Rel % 


ness Relationship to Pt. —————————. ~ ——— 
3 consent t be signed by the patient, or if the patient is a minor or not competent to give SER, consent, 
the nearest relative, or failing a relative, by the nearest friend. 

AUTHORIZATION TO RELEASE INFORMATION 


reby authorize the Wasatch County Hospital to release the information requested by the Insurance Com- 
ies. 


Datira a S eea l a eeeiser ay 
: Patient (Parent if Minor) i | 
AUTHORIZATION TO PAY INSURANCE BENEFITS . ag 


sreby authorize payment directly to the Wasatch County Hospital of the Policy Benefits therein specified and : 
arwise payable to me, but not to exceed the hospital’s regular charges for this period of hospitalization. I "es 
erstand that I am financially responsible to the hospital for charges not covered by this authorization. ; 


Date «Signed — mmml 
l Policyholder 


